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ABSTRACT
While the body of evidence-based healthcare
interventions grows, the ability of health systems
to deliver these interventions effectively and
efficiently lags behind. Quality improvement
approaches, such as the model for improvement,
have demonstrated some success in healthcare
but their impact has been lessened by
implementation challenges. To help address
these challenges, we describe the empowerment
evaluation approach that has been developed by
programme evaluators and a method for its
application (Getting To Outcomes (GTO)). We
then describe how GTO can be used to
implement healthcare interventions. An
illustrative healthcare quality improvement
example that compares the model for
improvement and the GTO method for reducing
hospital admissions through improved diabetes
care is described. We conclude with suggestions
for integrating GTO and the model for
improvement.





Improving healthcare quality has become
a national priority in recent years.
Landmark reports, especially the Institute
of Medicine’s ‘Crossing the Quality
Chasm: A New Health System for the
21st Century’,1 and efforts, such as the
Institute for Healthcare Improvement’s
vision for achieving the triple aim
(improved safety, population health and
decreased cost),2 have laid a foundation
for transforming the healthcare system.
Quality improvement initiatives based on
industrial process improvement methods
to implement evidence-based solutions
and improve outcomes in clinical prac-
tice3 have grown in popularity. While
interest in such initiatives is growing,
quality improvement interventions often
fail to achieve consistent outcomes.4–6 An
emerging literature suggests that these
disappointing results may be due, in part,
to challenges related to implementa-
tion.6–8 Since quality improvement inter-
ventions are implemented within the
context of complex dynamic systems,9 10
issues such as fit of the selected interven-
tion to the organisational context, adap-
tation, engagement of staff and other
stakeholders, and buy-in from leadership
are all factors that affect the successful
implementation and adoption of these
interventions.6–8
In this article, we offer empowerment
evaluation11 as a potential solution to
address the above factors. We describe
the empowerment evaluation approach
that has been developed by programme
evaluators and a method for its applica-
tion (Getting To Outcomes (GTO)). We
discuss how GTO (see acknowledge-
ments) can be integrated with a widely
used healthcare quality improvement
approach (specifically, the ‘model for
improvement’) to facilitate improvements
in health outcomes. We also explain why
those who want to successfully imple-
ment healthcare improvement interven-
tions should consider including
empowerment evaluation. We will use an
illustration of shared medical appoint-
ments for persons with diabetes designed
to reduce hospital readmissions and
improve diabetes care as an example of
the concepts. We then propose next steps
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for integration of the model for improvement and
empowerment evaluation that builds on strengths of
each approach.
WHAT IS EMPOWERMENT EVALUATION?
Empowerment evaluation is defined as ‘…an evaluation
approach that aims to increase the probability of achiev-
ing program success by providing program stakeholders
with tools for assessing the planning, implementation,
and self-evaluation of their program, which mainstreams
evaluation as part of the planning and management of
the program/organization’ (p. 28).12 Table 1 provides an
overview of the empowerment evaluation definition
and principles, and of the two main ‘how-to’
approaches. Empowerment evaluation integrates evalu-
ation concepts and techniques within an empowerment
framework in order to foster improvement, buy-in and
self-determination among programme stakeholders.13
Empowerment evaluation is guided by 10 principles:
improvement, inclusion, democratic participation, social
justice, capacity building, organisational learning, com-
munity knowledge, community ownership, evidence-
based strategies and accountability.12 In empowerment
evaluation, the term ‘community’ can be conceptualised
broadly to include geographical, social and organisa-
tional communities, including healthcare organisations
and population health communities. A central premise
of empowerment evaluation is that programmes are
more likely to achieve desired outcomes if key stake-
holders (eg, healthcare providers, clinic administrative
staff) have the capacity to conduct and use their own
evaluations. In this way, empowerment evaluation is
designed to improve programme implementation and
strengthen systems by building local capacity for plan-
ning more systematically, implementing with quality,
self-evaluating and using the information for continuous
quality improvement.11
Empowerment evaluation differs from traditional
evaluation approaches in several ways. In contrast to
traditional evaluation, which typically views the evalu-
ator as neutral about whether a programme achieves
results or not and reports the facts (usually in retrospect-
ive reports),14 empowerment evaluation has a strong
value to help the programme succeed; it works with
programmes that have positive goals (eg, less homeless-
ness, less child obesity) and would like the programme
to be successful. Therefore, it is proactive in putting the
logic and tools of evaluation into the hands of practi-
tioners so that they can carry out the programme more
successfully. If traditional evaluation is more like a post-
game analysis in sports (ie, providing after the game
analysis by an outside expert), then empowerment
evaluation is more like providing the coaching staff and
players with tools for planning for the game, monitor-
ing implementation, making mid-course corrections,
evaluating the results of the game and planning for
future games. Empowerment evaluation shifts the roles
of the evaluator and programme stakeholders. In
empowerment evaluation, programme staff and partici-
pants are responsible for the programme and the evalu-
ation, and the role of evaluator is shifted to that of a
teacher, facilitator and coach.13 In this way, empower-
ment evaluation can alleviate the tension that often
exists between evaluators and implementers.15
Table 1 Overview of empowerment evaluation
Definition Principles How to
‘…an evaluation approach that aims to increase the
probability of achieving program success by providing
program stakeholders with tools for assessing the planning,
implementation, and self-evaluation of their program, which
mainstreams evaluation as part of the planning and
management of the program/organization’
1. Improvement—help people improve
programme performance
2. Inclusion—invite involvement, participation
and diversity
3. Democratic participation—open
participation and fair decision making
4. Social justice—address social inequities in
society
5. Capacity building—enhance stakeholder
ability to evaluate and improve planning
and implementation
6. Organisational learning—apply data to
evaluate and implement practices and
inform decision making
7. Community knowledge—respect and value
community knowledge
8. Community ownership—value and facilitate
community control
9. Evidence-based strategies—respect and use
both community and scholarly knowledge
10. Accountability—emphasise outcomes and
accountability
1. The Fetterman three-step
approach (mission, taking
stock, planning for the future)
2. Getting To Outcomes (10-step
approach described in table 2)
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Some evaluators have raised a concern that
empowerment evaluation or empowerment evaluators
may be biased in their reporting because they would
like the programme to achieve outcomes. This and
other critiques of empowerment evaluation are dis-
cussed in depth by Fetterman and Wandersman.16
Fetterman and Wandersman address the bias concern
by stating that the bottom line in empowerment evalu-
ation is the same as in traditional evaluation, for
example, honest reporting of patient-centered out-
comes as measured by standard metrics.5 At the same
time, empowerment evaluation recognises that the
pathway to achieve these outcomes may differ by indi-
vidual or organisation, and that stakeholders need to
have the capacity to define needs, develop and
conduct evaluations and implement and improve
interventions to achieve intended outcomes while
remaining alert to the quality of the implementation.
Additional concerns or challenges in conducting
empowerment evaluation include that it takes time
and money to educate staff about the knowledge and
tools for conducting such evaluations. Wandersman
et al17 developed a model of support to build capacity
to evaluate and implement with quality; the system
provides tools, training, technical assistance and
quality assurance/quality improvement. Any interven-
tion that builds capacity of systems to improve takes
effort, and the benefits and costs of conducting
empowerment evaluation should be carefully weighed
in advance. Though implementing empowerment
evaluation can take additional financial and human
resources, research indicates that investing in a system
of support will improve the probability of achieving
outcomes and promote the development of capacities
needed for long-term sustainability.6
How-to approaches for incorporating empowerment
evaluations into healthcare quality improvement
initiatives
There are two major ‘how-to’ methods of empower-
ment evaluation: the Fetterman three-step approach18
and GTO. In this article, we focus on GTO because of
its more comprehensive approach to planning,
Table 2 Getting To Outcomes accountability questions
Accountability questions What’s addressed in each GTO step Relevant literature
Step #1: What are the underlying needs and conditions
to address? (NEEDS)
Provides information about conducting a needs and resource
assessment and links to additional resources
Needs assessment; resources
assessment
Step #2: What are the goals, priority populations and
objectives (ie, desired outcomes)? (GOALS)
Provides worksheets for defining priority populations and
creating realistic and measurable goals and objectives
Goal setting
Step #3: Which science- (evidence-) based models and
best practice programmes can be useful in reaching the
goals? (BEST PRACTICES)
Overviews evidence-based programming and what works in
prevention and treatment across various domains (eg,
individual, family, peer, school and community) and provides
links to the evidence-based programme literature
Science and best practices
Step #4: What actions need to be taken so the selected
programme fits the community context? (FIT)
Prompts readers to review the characteristics of existing
programmes and priority populations to reduce duplication
and facilitate collaboration with other area programmes
Collaboration; cultural
competence
Step #5: What organisational capacities are needed to
implement the programme? (CAPACITY)
Prompts readers to assess several aspects of organisational
capacity or the resources the organisation possesses to direct
and sustain a programme
Capacity building
Step #6: What is the plan for this programme?
(PLANNING)
Presents information and worksheets for key planning
elements such as an implementation timeline, assignments of
responsibility, needed and available resources and locations
for activities
Planning
Step #7: How will the quality of programme and/or
initiative implementation be assessed? (PROCESS
EVALUATION)
Provides information and several tools to assist practitioners
in assessing which activities were implemented, the quality
of the implementation and the strengths and weaknesses of
the implementation
Process evaluation
Step #8: How well did the programme work?
(OUTCOME EVALUATION)
Presents outcome evaluation and a basic framework for
measurement; several evaluation designs; brief overviews of
quantitative and qualitative methods and topics, including
sample size, timing of assessments, informed consent,




Step #9: How will Continuous Quality Improvement
(CQI) strategies be incorporated? (CQI)
Prompts practitioners to reassess Questions 1–8 after
completing the programme to assess and derive feedback
evaluation information about planning, implementation and




Step #10: If the programme is successful, how will it be
sustained? (SUSTAIN)
Presents several factors that practitioners should consider
when attempting to sustain an effective programme: (a)
‘buy-in’, (b) effectiveness, (c) diversity of funding, (d) staff
training, (e) presence of a programme champion and (f )
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improvement and accountability. GTO incorporates
10 separate literatures in its comprehensive approach
to planning, implementation, evaluation, continuous
quality improvement and sustainability; therefore, it is
more comprehensive than (and takes longer) than the
three-step approach. GTO is a results-based approach
designed to facilitate capacity building and account-
ability.19 Stakeholders apply principles of empower-
ment evaluation by engaging in a process of asking
and answering 10 accountability questions in order to
obtain and sustain positive results (table 2). Tools,
training and technical assistance support the GTO
10-step process and are tailored to specific content
areas. To date, GTO has been customised for several
health contexts, including clinical settings (eg, behav-
ioural health services, training for clinical psychology
doctoral students) and public health initiatives (eg,
home visiting programmes, substance abuse preven-
tion). A book edited by Fetterman, Kaftarian, and
Wandersman20 provides examples of how empower-
ment evaluation has been successfully implemented in
schools, community-based organisations and commu-
nity coalitions. A growing literature demonstrates
positive results associated with using GTO, including
better programme performance and greater fidelity.21
Emerging evidence also suggests that GTO is asso-
ciated with improved outcomes, including reductions
in underage drinking.21 In this article, we propose
extending GTO to healthcare settings where it can
supplement and enhance existing quality improvement
approaches.
GTO is a multilevel system approach that
encourages collaboration. While responsibility for the
10 GTO steps can be shared across multiple system
levels (eg, community, hospital, physician, patient), its
enhanced power in healthcare settings includes its
ability to bring evaluation principles to the individual
level. For example, within a hospital, providers
seeking to improve care may work collaboratively
with patients to have individualised treatment plans
that: identify needs and resources, develop goals and
desired patient-level outcomes and identify how to
apply evidence-based clinical practices in a way that
fits the patient’s values and health system’s context,
assesses for sufficient capacity to implement the treat-
ment plan, evaluates the implementation of the plan
and the outcomes, and has a plan for improving and
sustaining the intervention. At the hospital level, GTO
can provide support for implementing an evidence-
based plan that fits the needs and resources of the
hospital for patients with a particular diagnosis. GTO
thinking can extend beyond the hospital to population
health. Later in this article, we provide a multilevel
illustration of the GTO method in a programme of
shared medical appointments in a clinic designed to
reduce hospital readmissions for persons with dia-
betes. We also illustrate how GTO enhances imple-
mentation, self-evaluation, buy-in and ownership.
INTEGRATING TOOLS AND METHODS OF
EMPOWERMENT EVALUATION WITH QUALITY
IMPROVEMENT EFFORTS: AN EXAMPLE
Traditional methods to encourage the adoption and
implementation of evidence-based interventions in
healthcare settings have been based on quality
improvement approaches such as Lean, Six Sigma,
Plan-Do-Check-Act/Plan-Do-Study-Act (PDCA/PDSA)
and the model for improvement, which were adopted
from industrial engineers.6 While the scientific princi-
ples behind these approaches are conceptually sound,
the evidence about the best method to apply them
remains inconclusive. For example, researchers under-
taking a recent systematic review of the use of PDSA22
as a quality improvement tool in healthcare point to
inconsistent implementation as one of the factors that
make it difficult to rigorously assess PDSA’s effects on
improving health outcomes. Shortcomings include the
lack of systematic implementation tools and a
common vocabulary.
Since the model for improvement has been used
most often for implementation of clinical interven-
tions, we will use it as our example of a quality
improvement approach; the points made in this article
apply to the other improvement approaches as well.
The model for improvement, shown in figure 1, has a
long history, beginning with Shewhart and Deming in
the first half of the 20th century.23 The model empha-
sises system change and focuses on reducing variation
in process performance. It includes an experimental
approach to improvement involving sequential identi-
fication and selection of small changes that are then
tested in multiple PDSA cycles. We propose that
empowerment evaluation, in combination with the
model for improvement, could enhance the capability
of healthcare systems to improve quality of healthcare
delivery and outcomes.
To illustrate this combination, we present a hypo-
thetical example of a primary care clinic that seeks to
reduce admissions of patients with diabetes to hospi-
tals that result from poor management of the disease
in outpatient settings. We illustrate how the model for
improvement and empowerment evaluation supports
the quality improvement initiatives and then describe
how integration of these approaches has the potential
to produce a whole that is greater than the sum of the
individual parts.
Reducing hospital admissions due to poor disease
management using the model for improvement
A quality improvement team will begin by examining
historical patterns of frequent hospital admissions of
patients with diabetes using run charts or statistical
process control charts. If these charts indicate that
there is a higher hospital readmission rate relative to
other clinics within the system, or if there are special
non-random patterns over time such as spikes, runs or
cycles, the quality improvement team will take on a
Narrative review
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project to tackle this issue at the clinic by improving
the process of diabetes care. Following the steps of the
model for improvement, data will be used to explore
where problems occur in the diabetes care process and
the drivers of these problems. Based on answers to
these questions, the team will identify a set of potential
solutions using a combination of internal brainstorm-
ing, literature review and benchmarking with other
clinics. Some of these solutions could include individ-
ual self-management, group self-management or
shared medical appointments. Through testing using
Model for Improvement (MFI), shared medical
appointments, an approach in which groups of patients
meet regularly for comprehensive care, may be selected
as the most promising solution.24
The question now becomes how to implement
shared medical appointments in the clinic in a way
that ensures that the desired outcome of reduced hos-
pital admissions is achieved. PDSA cycles can also be
used to do this. As an extension to the improvement
cycles used to test multiple solutions, implementation
cycles can be used to test implementation approaches
for a single solution, such as shared medical appoint-
ments, and iterative improvements to implementation
can be made until a satisfactory implementation
model suitable to the context of the clinic is achieved.
Implementing shared medical appointments to reduce
hospital admissions for patients with diabetes using GTO:
a further illustration
We now illustrate how GTO would approach the
same problem, following the steps in table 2. The first
three evaluation steps correspond roughly to the three
fundamental questions of the model for improvement
in figure 1, and are designed to find an appropriate
solution to the problem. To begin the GTO process at
the health clinic, the leaders of the health system
work with personnel in the health clinic to develop a
GTO team, comprising clinic administrators, health-
care providers and patient representatives. The GTO
team begins with Step 1: Needs and Resources
Assessment and addresses the needs and resources of
the clinic’s patients. The team answers these questions
using methods that include data compiled from elec-
tronic health records and interviews with health clinic
staff and patients. The data suggest that the majority
of persons with diabetes are diagnosed with type II
diabetes and that providers find it difficult to address
behavioural and psychosocial determinants of diabetes
management in 15 min appointments. Resources iden-
tified include: staffing person/hours, administrative
and healthcare support (including the use of the elec-
tronic health record system).
In Step 2, the GTO team sets goals and objectives
to determine progress. Findings from the needs and
resources assessment are used to identify goals and
desired outcomes for the clinic’s patients. The GTO
team sets goals at both the patient (eg, reduce individ-
ual blood glucose levels within 6 months) and clinic
levels (eg, decrease hospital admissions due to disease
management, decrease healthcare costs). In Step 3:
Best Practices, the GTO team identifies evidence-
based practices that may be used to reach goals set in
Step 2. The team reviews the literature and discusses
options with other staff knowledgeable about strat-
egies for addressing diabetes. Several options for
meeting the goals include: (1) individual self-
management, (2) group self-management and (3)
shared medical appointments. Introducing shared
medical appointments is attractive, since research sug-
gests shared medical appointments have demonstrated
positive patient benefits (eg, improved blood sugar
values) and clinic benefits (eg, reduced clinic visits for
Figure 1 Model for improvement.
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diabetic patients).24 At the end of Step 3, the GTO
team arrives at the same conclusion as the model for
improvement team—shared medical appointments are
a good best practice to consider using in the clinic.
Steps 4–10 are roughly analogous to how the model
for improvement recommends the use of multiple
PDSA cycles to test changes until there is enough
learning to implement. However, GTO approaches
implementation in a more systematic way and adds
several tools that are not typically available in the
model for improvement approach (see tools in the
GTO manuals http://www.rand.org/health/projects/
getting-to-outcomes.html). For example, in Step 4:
Fit, the team discusses the fit of shared medical
appointments with frontline staff and patients to
assess the fit of shared medical appointments with
patient’s values, preferences and life situation along
with the fit within the system and broader community
context. This step requires deep understanding of the
intervention and prevents implementers from rushing
to implement a solution without truly understanding
how the intervention works in a specific setting.
Implementing without understanding, called ‘cargo
cult science’ by Richard Feynman, may affect the
effectiveness of even well-tested interventions.25 In
Step 5, Capacity, the team uses tools to examine
patient and healthcare system capacities (eg, technical,
human capital) needed to implement shared medical
appointments. After a review of results from Steps 4
and 5, the team decides that shared medical appoint-
ments fit well within the context at the clinic and that
both the clinic and the healthcare system have the cap-
acity (or can develop needed capacities) to implement
shared medical appointments with quality.
In Step 6, the team works to develop a plan for
implementing the shared medical appointments. It uses
the Quality Implementation Tool,26 which includes
defined action steps to complete the following compo-
nents: (1) develop an implementation team, (2) foster
supportive organisational climate and conditions, (3)
develop an implementation plan, (4) receive training
and technical assistance, (5) practitioner–developer col-
laboration in implementation and (6) evaluate the
effectiveness of the implementation. The Quality
Implementation Tool is based on a synthesis of 25
implementation science frameworks27 and uses imple-
mentation science to enhance the likelihood that
desired outcomes are achieved. Through the use of the
tool, the team develops a structured plan for quality
implementation that operationalises implementation
science components, including planning the logistics of
holding shared medical appointments and how and
when appropriate training should occur. The team also
uses the Quality Implementation Tool in Step 7:
Implementation and Process Evaluation, to guide moni-
toring whether treatment is being delivered as planned,
assess whether the treatment is causing any side effects,
and determine whether progress is being made towards
treatment goals. The team monitors implementation
science process indicators such as dosage, patient
responsiveness and quality of delivery. Results from the
process evaluation inform mid-course corrections. For
example, feedback from the administrative staff may
indicate that some patients are not attending appoint-
ments regularly or that patients indicate that they forget
their appointment times. As a result, the team imple-
ments regular appointment reminder calls.
In Step 8: Outcome Evaluation, the team assesses
attainment of both the patient and clinic outcomes
described in Step 2. Using data collected through
patient and clinic records, they evaluate if patients’
blood sugar levels are improving, if hospital admissions
of patients participating in shared medical appointments
are lower than rates of similar persons with diabetes
who are not attending shared medical appointments,
and if the overall cost for diabetes treatment is lower
than before the group treatment was introduced. Results
suggest that persons participating in shared medical
appointments are demonstrating significantly improved
blood sugar levels and have fewer diabetes-related hos-
pital visits. Results gathered in Step 8 are used to
improve the quality of the shared medical appointments
in Step 9: Continuous Quality Improvement. The team
discusses options for adjusting the shared medical
appointments in order to improve the quality of imple-
mentation and overall patient satisfaction. Additionally,
patients are consulted in order to understand how the
shared medical appointment approach is working for
them and individual treatment plans are performed to
improve the quality of care and further improve out-
comes. For example, what should be done about
patients who drop out of shared medical appointments?
In Step 10: Sustainability, the GTO team at the
clinic discusses plans for sustaining the progress. They
are interested in understanding how changes made in
treatment can be sustained for patients and how the
clinic can continue to sustain the shared medical
appointment approach. Using the sustainability
toolkit, which is part of the GTO package and pro-
vides strategic processes for planning, implementing
and evaluating sustainability plans, the team at the
clinic is able to ensure that the capacities necessary for
sustainability are in place to promote the lasting
impact of the shared medical appointment approach.
Summary of the examples
As is evident from the two examples, the model for
improvement and GTO emphasise tools at different
places in the process of achieving outcomes. The
model for improvement tends to be more systematic
at the front end, especially relating to analysing the
system, evaluating patterns of performance over time,
understanding causes and sources of variation in per-
formance, identifying drivers of poor performance
and selecting solutions to address these drivers. In
comparison, GTO offers more tools later in the
Narrative review
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process, where it is important to understand if the
organisation has the appropriate capacities, whether
the solution fits with the organisation’s culture and
whether the implementation takes place with quality.
In addition, with its emphasis on ownership, partici-
pation and individual and organisational evaluation
capacity building, GTO assesses the organisation’s
needs to have the capacity to adapt the solution to fit
an individual patient. We propose that an integration
of quality improvement methods along with GTO will
ultimately result in more sustainable solutions.
HOW CAN EMPOWERMENT EVALUATION FILL
GAPS IN CURRENT IMPROVEMENT APPROACHES?
How specifically could GTO and improvement
approaches be integrated in healthcare quality
improvement initiatives? Since the details of the inte-
gration are areas for future development, we will
restrict our closing comments to proposing how GTO,
as a ‘how-to’ for empowerment evaluation, can
enhance the model for improvement. Implementation,
adoption and adaptation are three examples of oppor-
tunities for empowerment evaluation to add value to
established improvement methods.
There are several limitations to the application of the
model for improvement to optimise implementation.
First, since there are no tools to guide the actual
process of implementation in the ‘DO’ step of PDSA,
as reported in the literature, there is the possibility that
the model is applied inconsistently and incompletely,
resulting in an implementation model that is not sus-
tainable. While the lack of an implementation strategy
may not be a major issue during the problem solving
phase where multiple solutions are tested, it is a major
barrier in the implementation phase where a clear
understanding of local capacity and readiness is neces-
sary. GTO can support systematic implementation of
selected improvement solutions. In the clinic example,
the detailed analyses performed by the improvement
team to select shared medical appointments as the solu-
tion of choice will be wasted if they are not implemen-
ted well enough. The fit and capacity assessments and
the Quality Implementation Tool are examples of GTO
tools that can ensure that implementation elements
that are critical to success are addressed.
Second, the empowerment evaluation framework
provides an approach to local accountability that facil-
itates adoption of improvement solutions. At the end
of multiple PDSA cycles, if the ‘Study’ step determines
that the desired improvement has been achieved, the
decision may be made in the ‘Act’ step to implement.
This necessitates the development of standard docu-
mentation, training and operating procedures to stabil-
ise process operations. However, no tools are
provided in the model for improvement to drive these
processes and guidelines into the organisational
culture.28 GTO explicitly assesses organisational readi-
ness and fit, its approach to implementation provides
tools to increase organisational buy-in for supporting
change efforts, and incorporate change management
activities as an integral part of the implementation.
This assists with organisational adoption of solutions,
which is a critical requirement for sustainability.
Third, GTO can help with adaptation of evidence-
based processes to specific contexts. The model for
improvement will help to identify the optimal standard
processes through which re-hospitalisations may be
reduced, but does not provide the evaluation capability
at the individual provider level to assess where adapta-
tions to this process are acceptable and necessary, and to
determine when and how to do this for an individual
patient. In healthcare improvement, both standardisation
and individualisation are important. Standardisation is
important for efficiency, uniform adoption of safe prac-
tices and consistent patient experience at an organisa-
tional level. However, with emerging emphasis on
patient-centred care, there is also a need for adaptive
and proactive decision making at the individual patient–
provider interface. Empowerment evaluation methods
such as GTO, with their emphasis on accountability,
ownership and self-determination can provide systematic
guidance for providers to evaluate implementation of
standard care processes and to make selective adaptive
modifications for individual patient needs. Individual
providers can be explicitly empowered to evaluate pro-
cesses in day-to-day operations and identify improve-
ments that can be shared with peers for sustained
ongoing improvement.
CONCLUSION
In this article, we described two approaches (GTO and
the model for improvement) that have been applied in
healthcare and other fields to design, implement, evalu-
ate and improve effective and efficient processes. Both
approaches are used for improvement and are also self-
evaluating, that is, they are evaluated by the team
responsible for implementing the project.8 However,
the methods typically used to evaluate quality improve-
ment projects measure the change in the output of the
improved process, but not how well the improved
process was implemented. This is because there is no
explicit implementation method associated with trad-
itional process improvement methods. As a result, there
is also little guidance provided to individual practi-
tioners on how to adapt the processes if needed. In this
article, we suggest that using empowerment evaluation
in healthcare settings enables the capacity for intelligent
adoption and adaptation to suit the particular circum-
stances of a patient and a provider by promoting own-
ership and building capacity for implementing
evidence-based practices. Making accountability pro-
active and transparent by asking and answering the 10
accountability questions facilitates empowerment at the
system and individual provider and patient levels.
We propose that an integration of empowerment
evaluation with quality improvement approaches is likely
Narrative review
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to enhance the quality of healthcare delivery by increas-
ing the ability of practitioners to improve as well as
implement well, though future research is needed to test
such an integration. We suggest that it would be valuable
to (1) do the development work to integrate the method-
ologies with supporting tools that brings in best practices
from the fields of empowerment evaluation and quality
improvement; (2) evaluate the value addition of such
combinations. We hypothesise that such integration will
help improve health and healthcare in everyday practice.
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